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Section I 

CMS Program Overview 
The San Diego County Medical Services (CMS) Program is a County funded, safety net program 
that provides physical health services to eligible medically indigent adults.  Although the CMS 
Program reimburses specialty and ancillary providers at interim Medi-Cal rates, it differs from 
the Medi-Cal entitlement program.  Services are limited to the Program Medical criteria and 
there are no co-payments.  Medical care is provided to the CMS population only for acute 
illness and chronic conditions, which, if left untreated, would result in death or significant 
disability. 
 

AmeriChoice 
AmeriChoice serves as the CMS Program Administrative Services Organization (ASO) and 
administers day-to-day activities including case management and coordination of care, 
utilization review and prior authorization, patient and provider relations, claims payment, 
financial management and program development and analysis. 
 
Questions and concerns about the operations of this program should be directed to: 
 

AmeriChoice 
CMS Program Provider Relations 

PO Box 939016 
San Diego, CA  92193 

(858) 492-4422 
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Section II 

Eligibility 
Overview 
To be eligible for CMS services, patient must: 

• Have an immediate or long term medical need 

• Be a U.S. citizen or eligible alien 

• Be a resident of San Diego County 

• Be 21 through 64 years old 

• Not be linked to Medi-Cal (aged, blind, CalWORKS or disabled) 

• Be within CMS income limits or receive General Relief 

• Be within CMS resource limits 

 

Financial Criteria 
Financial eligibility criteria for the CMS Program are based on resources and income. Resources 
include, but are not limited to: cash, funds in checking and savings accounts, and real property 
other than the patient’s primary home. 
 
The CMS Program sets a limit on monthly income based on family size after certain deductions. 
The chart below shows resource and income limits for the CMS Program. 
 

 Resource Limits Income Limits 
Family Size 1989 (as of 7/1/01) 

1 $2,000 802 
2 3,000 1,084 
3 3,150 1,366 
4 3,300 1,648 
5 3,450 1,930 
6 3,600 2,212 
7 3,750 2,493 
8 3,900 2,775 
9 4,050 3,058 
10 4,200 3,339 
Over 10 4,200 Additional  $282.00/person 



Ancillary Handbook 
 

Section II – Eligibility        Page 2 

Citizenship/Eligible Alien Status 
Patients must have U.S. citizenship or eligible alien status and must provide proof of status 
before certification. 
 

Residency 
Patients must live in a primary residence located in San Diego County and must provide proof of 
residence before certification.  A fixed address is not required.  Patients living on the streets or 
in a vehicle can be county residents.  Patients “visiting” from other counties, states, or countries 
are not eligible. 
 

Eligibility Appointments 
Human Services Specialists (HSS) are located in select Community Health Centers and Public 
Health Centers and local hospitals.  HSSs are County employees responsible for determining 
CMS eligibility.  Eligibility appointments with HSSs at the Community Health Centers and Public 
Health Centers are scheduled by calling (800) 587-8118.  Eligibility appointments with HSSs at 
the hospitals are scheduled by hospital staff or the Hospital Outstation Services (HOS) HSS. 
 

Standard Eligibility 
Patients apply for standard eligibility by completing an application and providing verifications to 
an HSS.  The HSS reviews the application and verifications, and makes the decision to approve 
or deny. The HSS issues the decision in a notice of action to the patient.  The HSS provides a 
CMS ID card and Patient Handbook to approved patients.  Initially, patients are approved for a 
period of 1 to 6 months.  Patients receiving General Relief do not complete an application or 
submit verifications.  After verifying the patient’s identity and receipt of General Relief, the HSS 
gives the patient a CMS ID card and a Patient Handbook.  Upon renewal, patients with asthma, 
diabetes and/or hypertension may be approved eligibility for up to twelve (12) months.    
 

Temporary Eligibility 
• Emergency Room Application:  Patients can apply for coverage for a single emergency 

room visit by completing an Emergency Room application at a contracting hospital 

• Urgent Primary Care Application:  Patients can apply for short-term eligibility (20 
days) at some community health centers by completing an Urgent Primary Care 
application 
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Immediate Care 
When a non-certified patient requires immediate medical care that the clinic cannot provide, 
the patient should call the CMS Patient Information Line (858) 492-4444 or from North County 
(760) 471-9660.  The Administrative Services Organization (ASO) will evaluate the patient’s 
medical need and if all CMS criteria are met, the ASO will contact the County Health Care Access 
Division (HCAD) to schedule an urgent eligibility appointment.  Following notification of 
approved eligibility, the ASO will arrange and authorize appropriate care. 
 

CMS Identification Card 
CMS patients with standard eligibility receive a CMS Identification Card and a Notice of Action 
(NOA). The ID card and NOA are proof of eligibility; however, they do not authorize services. An 
example of the CMS Card is shown below: 
 

 
 
All non-emergent services must be prior authorized.  Authorization of services cannot be 
generated until the patient’s eligibility is entered into the CMS Program Information System. 
 
 

Fraud Referral 
When you suspect that a patient is not eligible for CMS, you should call the Patient/Provider 
Coordinator at (858) 492-4422.  You should be able to give the patient’s name, address, birth 
date, and social security number and the reason you suspect fraud.  You can remain 
anonymous. 

Front Back 

1. If you have a medical need, call your primary care clinic.  They 
can provide or arrange for the care you need. 

2. If you have a medical emergency, go to an emergency 
room or dial 911. 

3. All services, except community clinic and emergency room 
visits, must be approved in advance by the CMS Program. 

4. If you misuse or alter this card, your enrollment in the CMS 
Program may end.  Legal action may be taken against you. 

5. You must use all other health insurance before CMS. 

Other Insurance: __________________________________________________  

Patient’s Signature: ________________________________________________  

Date Issued: _______________________________________________________  

County of San Diego 
CMS Program Identification Card 

(858) 492-4444           North County (760) 471-9660 

Name:____________________________________________  

DOB:__________________  SSN: ______________________  
Eligible:___________________  thru: __________________  
Primary Care Clinic: ______________________________  
Phone: (        ) _____________________________________  

Call your clinic if you need health care services.  
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Section III 

Physical Health Services 
The CMS Program covers medical services for serious health problems, which, if untreated, 
could be life threatening or significantly disabling.  ASO medical staff is responsible for 
determining if a patient's medical condition meets the County’s medical program criteria.  
 

Covered Services 
Services covered by the CMS program that do not require prior authorization: 

• Evaluation by a primary care provider 

• Follow-up care by a primary care provider for serious or chronic health conditions 

• Consult with a specialty physician when ordered by the primary care provider 

• Emergency room care 

• Emergency hospital admissions 

• Emergency medical transportation 

• Emergency dental care 

• Formulary medications 

 
Services covered only when prior authorized by the CMS Program: 

• Care by a specialist 

• Scheduled hospital admissions 

• Surgical and diagnostic procedures 

• Limited rehabilitation, medical equipment and home health services 

• Non-emergency medical transportation 

• Optometry exams and supplies 

• Non-formulary prescription medications 
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Not Covered Services 
The following services/diagnoses are NEVER covered: 

• Pregnancy and all services during a pregnancy 

• Pediatrics 

• Family Planning 

• Infertility services  

• Sterilization procedures 

• Mental Health services 

• Drug and Alcohol Treatment 

• HIV+ (early intervention) care by primary care  

• Organ and bone transplants and all related services 

• Bone marrow transplants 

• Experimental Procedures 

• Cosmetic procedures in the absence of trauma or significant pathology 

• Non-emergency dental and vision care 

• Routine or work examinations  

• Completion of medical certificates  

• Counseling for lifestyle problems 

• Orthodontia 

• Non-prescription medications 

• Emergency room visits for after care, follow-up, and to obtain prescriptions   
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Section IV 

Prior Authorizations and Physician Responsibilities 
The CMS Program reimburses providers for services provided when the patient has been 
certified for CMS AND the services have been prior authorized.  The physician’s office is 
responsible for: 

• Verifying that the patient is certified for the CMS Program 

• Verifying that non-emergent services to be provided to the patient have been prior 
authorized by the CMS Program 

• Providing the ASO with sufficient documentation to determine the severity of the 
patient’s condition  

•  Submitting a plan of treatment 

• Assuring prior-authorization for continued treatment and/or referrals 

• Submitting claims in the format and time frame required by the CMS Program 
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Section V 

Medical Management 
Medical Criteria 
Medical criteria are used to determine whether or not the CMS Program will cover a service or 
treatment. The CMS Program will provide coverage for medical care for an eligible patient 
whose health condition or symptoms meet the following general criteria: 

• Life-threatening 

− Major trauma, myocardial infarctions, malignant lesions or tumors, cerebral 
vascular accidents, etc. 

• Acute (conditions that could lead to medical complications or disability)   

− Benign tumors, fractures, gallbladder ulcer disease, and infectious diseases 
(bronchitis, strep throat, urinary tract infection, etc.) 

• Chronic (conditions that are progressive and require ongoing medical and/or 
pharmaceutical management) 

− Diabetes, hypertension, asthma, rheumatoid arthritis, etc. 
 
An evaluation by a primary care practitioner, conducted to determine the nature and severity of 
a condition and to order treatment, is always covered by the CMS Program. 
 
The CMS Medical Director can deny coverage if the Program’s medical criteria is not met.  The 
practitioner or the patient has the right to appeal any CMS Program decision that denies a 
physical health service. 
 

Limited Services 

Preventive Care 
Patients who are receiving primary care and are diagnosed with long-term, chronic conditions 
are eligible to receive selected preventive services. Services include:  

• Annual ophthalmology and podiatry evaluation for diabetics 

• Cholesterol lowering agents for patients diagnosed with diabetes or coronary artery 
disease 

• Cancer screening  
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Ancillary Health Services and Supplies 
Generally, ancillary health services and supplies are covered when appropriate for the health 
condition.  Examples of coverage limitations for specific services are: 

• Home health services requested only for suture removal 

− Patient’s physical condition  must render them “home-bound”  
• Mammograms  

− Refer women 40 years and older to Cancer Early Detection Program (CEDP) 
• Non-formulary pharmaceutical products 

− Reviewed for the most efficacious and cost effective product 
• Custom orthotics are rarely approved  

− Over-the-counter products are preferred 
 

Ancillary Services and Specific Requirements 

Transportation 

Emergency 
CMS will pay for emergency transportation to a contracting hospital for a CMS eligible patient.  
An approved ER Treat and Release application for the date of service serves as verification of 
eligibility and service approval. 
 

Transfer 
CMS will pay ambulance transportation for a level of care transfer when the sending hospital 
obtains an authorization number prior to the transfer.   The sending hospital is responsible for 
the transportation cost if the ASO was not notified or did not authorize the transfer.  
 

Non-Emergency 
Ambulance, Taxi, and Shuttle transportation services are only authorized under special 
circumstances.  Authorization from the ASO’s social services department is required for each 
round trip. 
 

Home Health 

Includes nursing, physical, speech and occupational therapy provided in the home.  Patients 
must be home bound during the approval period.     

Initial - A copy of the physician’s prescription (including legible physician’s name), the 
anticipated period of time the service is needed, the number of encounters for each 
discipline.  Additionally, a completed Certificate of Need is required when the patient is 
pending a Medi-Cal disability determination. 
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Extension - Progress notes must include documented progress and medical justification 
for continued need. 
 

Supplies 
Contact the ASO for instructions.  Authorization for supplies is given directly to the 
preferred vendor.    

 

Home Infusion 

Initial - The requesting specialist or hospital discharge department is required to 
provide the diagnosis, a copy of the history and physical exam and documentation that 
the patient does not have a recent history of IV drug abuse.  
   
The Home Infusion vendor must provide a copy of the physician’s prescription 
(including legible physician’s name), the frequency and anticipated length of time the 
service is needed and, when the patient is pending Medi-Cal, a completed Certificate of 
Need. 
 
Extension - Provide the ASO with a new prescription and Certificate of Need prior to 
extending the treatments.  

 

Durable Medical Equipment and Soft Goods 

The ASO will indicate if the requested equipment will be rented or purchased.  Approval for 
rental of durable medical equipment is time specific.  The vendor is responsible for providing 
the ASO with medical justification for an extension of the rental period in a timely manner.     

Initial - Provide a copy of the prescription(s), state the diagnosis and anticipated length 
of need; indicate rental or purchase; and provide the applicable HCPCS code(s).  
 
Extension - Request the extension of a rental period from the ASO prior to the 
expiration date as noted on the approval notice.  Provide an updated prescription, 
medical justification and indicate the additional length of time the equipment is needed.  
When rental equipment is subsequently purchased, the rental fee already paid will be 
deducted from the purchase price.  

 
The ASO will always designate the vendor for the purchase of all soft goods, wound supplies 
and ostomy supplies. 
 
See Section VIII – Claims, for instructions on billing for purchase of supplies and equipment. 
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Rehabilitation Therapy (outpatient physical, speech or occupational therapy) 

Initial - A primary care provider may directly authorize one evaluation visit for each 
discipline. Specialists must obtain authorization from the ASO for all rehabilitation 
services (evaluation or for a continued course of treatment).  
 
Extension - Provide a copy of the prescription, evaluation report, progress notes, if 
applicable, and state the anticipated number of weeks needed to reach goals.  CMS 
encourages patient participation in a home exercise program.   

 

Hearing Aids 

Primary care providers can authorize a hearing evaluation.  Hearing devices must be prior 
authorized by the ASO, and the audiologist report must accompany the request. One (1) aid will 
be covered when all CMS criteria are met. 
 

Second Opinion 
CMS may authorize a request for a second opinion from the patient or practitioner.  CMS also 
suggests a second opinion when any one of the following circumstances are present: 

• A more cost-effective treatment option is available 

• Practitioner or patient disagrees with the diagnosis and/or the plan of treatment 
recommended 

• Practitioner or patient is seeking an alternate treatment option that may improve the 
outcome (i.e., cancer) 

Case Management 
The physician may request assistance or case management for the patient if appropriate and 
beneficial by calling AmeriChoice, ASO at (858) 495-1300. 



Ancillary Handbook 
 

Section VI – Referrals        Page 1 

Section VI 

Referrals 
The County Medical Services Program maintains a network of Community Health Clinics that 
serve as “medical homes” to CMS patients, which provide integrated, basic primary care 
services.  In the event the CMS patient requires specialty medical treatment the primary care 
physician will authorize a CMS Supplemental Primary Care Authorization (CMS-20) form found 
in Attachment A or CMS Request for Referral Services (CMS-19) form found in Attachment B to a 
CMS specialist.   
 

Evaluations 
An evaluation referral is an authorization for an evaluation and or treatment: 

• Clinic completes the CMS Request for Referral Services (CMS-19) form found in 
Attachment B identifying the patient, the patient’s dates of eligibility, the reason for 
the evaluation, the services authorized, the name of the primary care practitioner and 
the “valid to” date 

• A brief history and any pertinent test results should accompany the CMS Request for 
Referral Services (CMS-19) form 

• The form will indicate an evaluation and any additional tests or procedures that are 
authorized 

• Please send your medical findings back to the referring primary care practitioner 

 
If a CMS patient presents him or herself to an Ancillary’s office without an authorization, he or 
she should be referred back to their primary care clinic.  If the CMS patient has received 
services for an inpatient stay or an emergency room visit and requires ancillary services, please 
call a CMS Authorization Coordinator for further assistance at (858) 495-1300.   
 

Treatment Authorization Requests (TAR) 
When it is appropriate for ancillary services to be continued, a written plan of treatment (CMS 
Treatment Authorization Request form found in Attachment C) directly to the CMS Medical 
Management mailing address or FAX number below: 
 

County Medical Services (CMS) Program 
Patient Care Authorization 

PO Box 939016 
San Diego, CA  92193 
Fax: (858) 495-1399 
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All non-clinic, non-emergency services provided to CMS patients must be prior approved. 
 
Authorization from the ASO is required for: 

• Ongoing specialty care 

• CT scans and MRIs 

• Outpatient hospital services such as nuclear studies, hyperbaric treatments, invasive 
procedures and outpatient surgery 

• Scheduled admissions 

• Special medical devices and supplies, orthotics and prosthetics, rehabilitation therapy 
and home health care 

• Non-formulary drugs (prior authorization by the Pharmacy Benefits Manager, 
Pharmacy Care Network (PCN) 

 
The CMS Treatment Authorization Request form found in Attachment C may be used when 
mailing or faxing the request.   

• Patient name, date of birth, Social Security number and CMS eligibility period. 

• Specific services requested including treatment plan and planned procedures. 

• Medical findings which indicate the severity of the condition (i.e., copy of SOAP notes 
including signs and symptoms, history, and physical examination pertinent to the 
treatment requested, and, when indicated, diagnostic lab and x-ray reports). 

• Location where the service will be provided (office, ancillary provider or name of 
facility). 

• Anticipated length of stay for scheduled admissions. 

• Current CPT procedure codes. 

 
The authorization generally includes minor office procedures and routine laboratory and 
radiology studies.  Please give the authorization number to outside lab or x-ray departments to 
assist them with their billing. 
 
The ASO will send an approval notice to both the requesting physician and the ancillary vendor 
when the request has indicated that an allied service (rehab therapies, DME, outpatient hospital 
procedure, etc.) is part of the patient’s plan of care. 
 
All CMS authorizations are valid for a limited time.  To ensure payment, the patient must be 
seen before the "valid to" date noted on the referral.  Consults authorized by primary care are 
only valid sixty - (60) days from the ordered date. 
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Urgent Requests 
If the medical service requested is urgent, (i.e., it is medically necessary to provide services 
within seventy-two (72) hours), please call the Provider Line (858-495-1300) for verbal 
authorization. The CMS Authorization staff may ask the office staff to FAX applicable medical 
information. The specialist will also receive a Treatment Authorization Notification within five 
(5) to seven (7) business days. 
 

Notifications 
Approval 
After the service is reviewed, the physician’s office will receive notification of the outcome, 
usually within five (5) to seven (7) business days. The CMS Treatment Authorization Notification 
form (found in Attachment D) states the authorization number, the service(s) authorized and 
the effective dates of the authorization based on either the plan of care or the patient’s 
eligibility dates. 

• When the service cannot be provided before the expiration date, contact the ASO 
Provider Line to request an extension of the time period before providing the care. 
Repeated requests for retro authorization due to administrative oversight may result 
in denials.  All claims submitted for services provided beyond the “valid to” date are 
rejected as outside of the approved period 

 

Denial 
Only the CMS Program Medical Director can deny a medical service as medically unnecessary or 
inappropriate. An example of the CMS Notice of Denial Request for Authorization (CMS-12) 
form is found in Attachment E. 
 

Reconsideration and Appeal Process 
The ordering physician may ask the Medical Director to reconsider the denial for a medical 
service.  The patient is also notified that a service has been denied and is informed of his/her 
rights and the appeal process.  Either party’s request for reconsideration must be submitted in 
writing within thirty (30) days of the date of denial.  Send to: 
 

CMS Program 
Attn: Medical Appeals 

PO Box 939016 
San Diego, CA  92193 

Phone: (858) 492-4422 
FAX: (858) 565-4091 
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The ASO Medical Management will review the case in depth and may contact the physician or 
other providers for additional information.  The physician and the patient will be notified of the 
decision within forty-five (45) calendar days from receipt of the request for reconsideration or 
appeal.  Expedited appeals may be requested for urgent requests within three (3) business 
days. 
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 Section VII 

Prescription Medications 
The CMS Program covers prescriptions and pharmaceutical products listed in the CMS Drug 
Formulary Listing found in Attachment F.  In addition to the list of covered pharmaceutical 
products, the introduction explains general coverage regulations and directions for obtaining 
authorization for non-formulary prescriptions.  
 

Prescriptions 
• CMS patients receive approved medications at no cost   

• All prescriptions must be filled at participating pharmacies, listed in Attachment G. 
(All SAV-ON Pharmacies in San Diego County as well as independent pharmacies.) 

• Patients may receive up to a maximum of a thirty (30) day supply of a prescribed 
drug.  Code I drugs (restricted to a diagnosis or an amount that can be dispensed per 
month) are clearly marked in the formulary 

 

Formulary Exclusions 
Drugs and drug types excluded from the CMS Program Drug Formulary Listing are: 

• Birth control products and medications for non-pathologic reasons 

• Psychotropic and psychotherapeutic therapies prescribed only for mental health 
conditions 

• Experimental drugs or drugs used in an experimental manner 

• Non-formulary over-the-counter drugs, prescribed or not 

• Nicotine and smoking cessation products  

• Organ anti-rejection medications 

 

Other Products 
Contact a CMS Authorization Representative at (858) 495-1300 for authorization of durable 
medical equipment, wound supplies or nutritional supplements. 

 



Ancillary Handbook 
 

Section VII – Prescription Medications      Page 2 

Prior Authorization Process 
Requests for non-formulary medication require medical justification from the physician. When 
presented with a prescription for a non-formulary medication, the pharmacy may contact you to 
consider a formulary alternative. 
 
To obtain authorization of a non-formulary medication, complete the CMS Drug Prior 
Authorization Request form (found in Attachment H) and fax the request to PCN, the CMS 
Pharmacy Benefit Manager: 

 
Pharmacy Care Network (PCN) 

(800) 945-1815 
 

Urgent requests may be called to PCN at (800) 777-0074
 

Contracting Facilities 
A listing of primary care clinics, contracting hospitals and pharmacies can be found in 
Attachment G. 
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Section VIII 

Claims 
Overview 
The ASO Claims Department processes all claims submitted by hospitals, clinics, specialty 
physicians and ancillary providers seeking payment from the CMS Program. 
 

Submission Requirements 
All claims must: 

• Be for services and service dates that match the certified patient’s eligibility and 
period authorized 

• Be submitted electronically or on the HCFA-1500 form (Note: When the patient has 
other health coverage (OHC), you must submit a claim to the other insurance carrier 
first, and then attach the other carrier’s EOB to the HCFA before submitting your 
claim to CMS) 

• Include the following information on the HCFA 1500 form: 

− Patient name, birth date, and Social Security Number 
− Date(s) of service 
− Place of service 
− Vendor and group name, address and phone number 
− Name and address of facility where services were rendered (if different from the 

billing office) 
− Medi-Cal Provider number 
− Provider Tax ID number 
− ICD-9 Codes 
− Current RVS, CPT, HCPCS, DRG and Medi-Cal codes as indicated 
− Authorization number (TAR control number) 
− Referring physician required 
− Full itemization of charges including drugs and supplies provided 
− All documentation and attachments required by Medi-Cal 
− Catalogue page or invoice when submitting an unlisted or “miscellaneous” code 
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− Submit within 30 (thirty) days from the date of services but no later than July 
31to:  

 
AmeriChoice, ASO 

County Medical Services (CMS) Program 
Claims Department 

PO Box 939016 
San Diego, CA  92193 

 

Checking Claim Status 
The ASO processes claims that are complete and accurate within thirty (30) days of receipt.  If 
you have not received payment within forty-five (45) days, you must call (858) 495-1333 to ask 
about the claim’s status. 
 

Reimbursement 
Checks and the Remittance Advice (RA) are produced on twice a month basis. CMS 
reimbursement is considered payment in full. 
 
You may not bill patients for: 

• Any balance of fees or other associated costs after CMS pays for the service(s) 

• Any administrative errors (incorrect coding, failure to obtain timely authorization or 
late submission) 

 
You may bill patients for: 

• Unauthorized services 

• Services not covered in the CMS Program’s medical criteria 

 

Notification of Changes to Provider Information 
To ensure that your check is accurate and timely, immediately notify ASO Claims Department at 
(858) 495-1333 of any changes in: 

• Ownership 

• Address (mailing and/or service site) 

• Group affiliation 

• Tax identification number (TIN) 
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Medi-Cal Pending or Approved 
CMS covers necessary medical care for certified patients who are awaiting a Medi-Cal disability 
determination.  Claims for these patients will be processed according to standard CMS claims 
processing procedures and the program recovers payments directly from Medi-Cal. 

• CMS will pay for authorized services when a patient is pending a Medi-Cal 
determination 

• All claims received after the CMS Program is notified that a patient is awarded Medi-
Cal will be denied 

• CMS will notify providers of the Medi-Cal eligibility on the RA 

• Providers cannot bill Medi-Cal for services billed to or paid by CMS.  In the event you 
receive payment from Medi-Cal for a service paid by CMS you must, within thirty (30) 
days from receipt of Medi-Cal payment, reimburse the CMS Program 

• The Medi-Cal Program often requires prior authorization and medical documentation 
for specified procedures 

• CMS requires that you provide the necessary documentation upon request (medical 
records, Medi-Cal provider numbers) to facilitate revenue recovery for CMS 

• Providers are to notify the CMS Program if they become aware a patient has started 
receiving Medi-Cal 

 

Appeal Process for Denied Claims 
When you disagree with the level of payment or the denial of a claim, you must submit a written 
appeal within thirty (30) days of the denial notification.  Clearly state the reason for the appeal 
and provide additional justification for payment.  Send all documentation for the appeal to: 
 

CMS Program - Appeals 
Attention: Claims Department 

PO Box 939016 
San Diego, California 92193 

FAX:  (858) 495-1329 
 
If you have questions, call the Claims Department at (858) 495-1333 for instructions about 
submitting your appeal.  The ASO will review the claim and additional information and notify 
you of the decision within forty-five (45) calendar days. 
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